single-stage, unilateral 2-stage, and bilateral 2-stage repairs. Mean age at the time of single-stage palate repair was 13.3 months. For the 2-stage group, mean ages were 4.2 and 11.8 months for the soft palate and hard palate repairs, respectively. Mean age at most recent speech assessment was 4.72 years for all patients. Speech surgeries were required for 5.9% (n = 2/32) of single-stage patients and 2% (n = 1/47) of 2-stage patients although this difference was not significant. The 2-stage unilateral group showed significant improvement in intelligibility versus the singlestage group (0.59 versus 1.37; P < 0.05), but no significant discrepancy with hypernasality. The 2-stage bilateral group showed significant improvement in intelligibility versus the single-stage group (0.79 versus 2.17; P < 0.05), but no significant discrepancy with hypernasality. Mean age at last audiologic assessment was 6.17 years. No significant difference was noted between groups with respect to hearing loss or tympanostomy rates.
Quantitative Effects of Cleft Lip and Nose Adhesion on Nostril and Alveolar Discrepancy
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Affiliation: Albany Medical Center, Albany, NY BACKGROUND: Although there are considerable data quantifying the effects of nasoalveolar molding on definitive lip repair, less is known about the effect of cleft lip and nose adhesion (CLNA) on the alveolar segments and nostril shape in patients who are unable to undergo craniofacial orthodontics. CLNA approximates the lip segments, resulting in the conversion of a complete cleft lip to an incomplete cleft lip while sparing the tissues and landmarks for eventual definitive lip repair. In resource-constrained environments or situations where patients cannot undergo craniofacial orthodontics, CLNA has been shown to qualitatively improve nostril shape before definitive reconstruction in wide cleft. However, less is known about the effects of CLNA alone on the nostril and alveolar cleft segments dimensions.
MATERIALS AND METHODS:
After obtaining Institutional Review Board approval, a single-center retrospective review of unilateral cleft lip patients undergoing CLNA was performed. Measurements were taken at the time of CLNA and at formal repair. The following data points were extracted for the cleft and noncleft side: nostril height (NH), nostril width (NW), alveolar height (AH), and alveolar width (AW). Dimensional changes from the time of CLNA and time of formal repair were statistically analyzed using a paired Student's t test.
RESULTS:
A total of 1,053 surgical cases were reviewed. Eight patients met criteria for inclusion. Average NH before CLNA was 2.3 mm on the cleft side and 5.6 mm on the noncleft side (P = 0.020). After CLNA, the NH on the cleft versus noncleft side was 4.5 and 5.0 mm, respectively (P = 0.553). Average NW before CLNA was 14.8 mm on the cleft side, compared to 7.3 mm on the noncleft side (P = 0.003). After CLNA, the average NW on the cleft side was 11.2 mm, compared to 7.1 mm on the noncleft side (P = 0.007). CLNA resulted in a significant reduction in NW on the cleft side (P = 0.002). The average AW discrepancy, measured as the gap between alveolar segments, was 9.9 mm before CLNA and significantly decreased to 1.5 mm before definitive repair (P = 0.002). AH discrepancy decreased from 11.4 to 6.5 mm (P = 0.060).
CONCLUSION:
This study reports quantitative changes with CLNA, a powerful tool for reshaping the nostril and approximating the alveolar segments in cases where nasoalveolar molding is not an option. This study demonstrates that CLNA alone achieves a cleft NH which approaches the noncleft side, improved AH and width discrepancy by closure of the gap between alveolar segments, and significant reduction in NW.
Latissimus Dorsi-Rib Osteomyocutaneous Flaps for Composite Cranial Defects: A Case Series and Anatomical Study
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Affiliation: Cleveland Clinic Foundation, Cleveland, OH PURPOSE: Latissimus dorsi-rib osteomyocutaneous flaps (LDRFs) are versatile in reconstructing compromised composite defects of the cranium. The flap restores the contour of the skull, protects the brain, and improves neurologic status. There are benefits to using autologous rib instead of alloplastic material; however, rib viability and flap success rely on adequate blood supply. Our aim was to present the outcomes of 6 patients treated with LDRF and provide an anatomical basis for this flap.
METHODS:
Six patients with cranial defects treated with LDRF were evaluated retrospectively. Defect size, etiology, previous reconstructive attempts, outcomes, and complications were assessed. Red latex was injected into the subscapular arterial system of 20 fresh cadaver sides. In the prone position, latissimus dorsi muscle was dissected from the ribs in a mediocaudal to superolateral direction to locate interconnecting vessels between the thoracodorsal and lateral posterior intercostal systems. The number, diameter and length of perforators, and distance from midline were measured.
RESULTS:
All patients had a history of ≥2 previous failed reconstructions. Defects were secondary to gunshot injury, post-CVA cranioplasty, postablation irradiation, and postfrontal intracranial hemorrhage cranioplasty. Three defects were reconstructed using 2 ribs, whereas the remaining 3 patients received 1 rib. A prolene mesh was used to fill in the donor site defects in 4 patients. Follow-up ranged from 6 to 35 months. All patients had stable reconstructions. Headache resolved in 2 patients after reconstruction, and neurologic status improved in 2 patients. An average of 13.75 perforators could be localized in each cadaveric latissimus dorsi muscle. No perforator was found for the seventh rib. Not all cadaver sides contained perforating vessels for the eighth and 12th ribs. The distance from the midline to the first perforator was not different between the ribs (P = 0.499). Perforator diameter and pedicle length tended to decrease at more inferior rib levels. The 10th rib (4.65 ± 2.01) followed by ninth rib (3.7 ± 1.63) had the highest number of perforators. The eighth and 12th ribs contained the least perforators. The eighth rib had the longest perforators (4.26 ± 1.52 cm).
CONCLUSION:
The LDRF can successfully address large composite cranial defects, provide support, and enhanced contour with negligible donor-site morbidity. The 10th followed by the ninth rib has the best vascular supply for this flap. If 2 ribs are considered for the flap, the ninth and 11th are recommended. If only 1 rib is necessary for reconstruction, the 10th is ideal.
Decision-making in Pediatric Plastic Surgery: Autonomy Versus Shared Approaches
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BACKGROUND: Although shared decision-making is an essential component of patient-centered healthcare, its role in pediatric patient populations is not well-defined. Particularly among children presenting to pediatric plastic surgery clinics, the extent of agreement among parents, children, and providers regarding the extent of autonomous decisionmaking remains unclear. The goal of the present study was to define the preferred level of autonomy in decision-making among the various stakeholders involved in cleft care.
METHODS:
We surveyed children presenting to plastic surgery clinics (n = 100) and their caregivers regarding their preferences on autonomy during the process of surgical decision-making. Patients and their parents independently completed surveys on their preferred method of decisionmaking and autonomy. Fleiss' kappa was used to assess the extent of agreement between groups. Bivariate chi-square tests were used to assess the relationship between decisionmaking preferences and demographic factors such as age, gender, and socioeconomic status. Multinomial logistic regression was performed to assess the relationship between age and sex and child/parent preference.
RESULTS:
Of the 100 children surveyed, 64 were female; the average age was 12.5 years. Children and their caregivers disagreed upon their overall decision-making preferences (k = 0.0385). Overall, 40% of children and 67% of parents preferred the option of completely shared decisionmaking among the patient, parent, and provider; the minority of children (16%) preferred the doctor to be the sole decision-maker. Approximately 20% of children desired complete autonomy. Child's preference was significantly associated with their age; the relative risk of children deferring to parents or surgeons over a shared approach was lower for adolescents compared to children under 10 years old (RR, 0.202; 95% confidence interval, 0.054-0.751; P = 0.017). Alternatively, caregiver's preferences did not change based on the child's age, but rather based on the
